A 68-year-old lady with polycystic kidney disease, who had dialyzed for 161 months, was referred from a hemodialysis center with recurrent episodes of intradialytic hypotension. She was noted to have weakness affecting her left arm, particularly her hand, with normal tone and reflexes. The weakness was global rather than flexor or extensor, and not in a nerve or root distribution. Magnetic resonance imaging (MRI) of the brain noted small-vessel ischemia on T2-weighted scanning (Figure 1a ), MRI angiography was normal, and cervical MRI and nerve conduction studies excluded a nerve or root etiology. Transthoracic echocardiography and carotid artery Doppler studies did not show a source for embolic disease. A technetium-99m exametazime isotope regional cerebral perfusion single photon emission computed tomography scan was performed, which clearly demonstrated watershed infarction affecting the frontal lobe ( Figure 1b ).
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Hypertension is prevalent in patients with chronic kidney disease; yet, whereas there is a strong correlation between hypertension and cardiovascular outcomes in the general population, this has not been universally observed in chronic hemodialysis patients. Whereas severe systolic hypertension (post-dialysis systolic blood pressure X180 mm Hg, diastolic blood pressure X90 mm Hg) is associated with an increased risk of both cardiovascular disease and cerebrovascular disease, typified by cerebral lacunar infarcts (Figure 1a ), systolic hypotension (o115 mm Hg) is also associated with increased cardiovascular mortality. Indeed, achieving the Joint National Committee blood pressure targets for the general population may result in an increased incidence of intra-dialytic hypotension. Recent studies have reported a reduction in cardiac perfusion during dialysis, and patients may also similarly suffer from cerebral hypoperfusion, with recurrent episodes leading to watershed infarction (Figure 1b) . Watershed infarction is often difficult to assess and may be missed in MRI, whereas isotopic regional cerebral perfusion single photon emission computed tomography scanning helps visualize areas of hypoperfusion. 
